Abstract BACKGROUND: Women with bipolar disorder have an increased risk of relapse during pregnancy and the postpartum period, and they often express broad concerns about family planning. OBJECTIVE: To explore the thoughts and considerations of women of childbearing age with bipolar disorder, about family planning and pregnancy. DESIGN: A qualitative study was conducted: 15 women with bipolar I disorder were individually interviewed. Content analysis was applied. RESULTS: Women worried about heritability of bipolar disorder, medication issues, and risk of relapse during pregnancy. They mentioned their fear to be incompetent as a mother during future mood episodes. Support of partner, family/friends, and professionals was mentioned as essential. CONCLUSIONS: Family planning is an essential topic in the treatment of every woman with bipolar disorder of childbearing age. These women expect early consultation with professionals for support, and specific information about heritability of the illness and use of medication during and after pregnancy.
Introduction
Bipolar disorder is a severe mental illness with an estimated lifetime prevalence ranging from 1.3% to 2.4% (de Graaf, ten Have, van Gool, & van Dorsselaer, 2012; Merikangas et al., 2011; Pini et al., 2005) . It is a chronic disorder characterized by recurrent episodes of mania, hypomania, depression, and mixed episodes (Goodwin & Jamison, 2007) . Patients with bipolar disorder show considerable illness-related morbidity (Post et al., 2003) , and the disorder significantly influences their well-being and social, occupational, and general functioning (Altshuler et al., 2006; Bonnin et al., 2012) .
Pregnancy is associated with a wide range of potential problems in women with bipolar disorder. They have an increased risk of relapse during pregnancy (up to 25%) and especially in the postpartum period (52%; Viguera et al., 2011) . However, in a systematic review Sharma and Pope (2012) concluded that there may be a positive effect of pregnancy on the course of bipolar disorder. Women with bipolar disorder who discontinue medication during pregnancy even have a 71% risk of relapse (Viguera et al., 2007) . In the first month after delivery the risk of psychiatric admission increases strongly (relative risk = 37.2) in women with affective and especially bipolar disorder (Munk-Olsen et al., 2009) . A recent metaanalysis showed that the relapse rate in the postpartum period is more than 30% (Wesseloo et al., 2016) .
Psychotropic medication can have pharmacological and teratogenic effects on the fetus. However, psychiatric symptoms in the woman also can present risks to the developing fetus (Boden et al., 2012) . Several studies showed that psychological problems of the pregnant woman can affect the cognitive and emotional development of the child (Mennes, Van den Bergh, Lagae, & Stiers, 2009; Raikkonen et al., 2011) .
In clinical practice we often hear women express their concerns about the heritability of bipolar disorder to offspring, and about the impact of the illness and the medication on pregnancy and the unborn child. First-degree relatives' risk of getting bipolar disorder is estimated at 5% to 10% (e.g., eight times higher than in the general population) and of unipolar depressive disorder at 8% to 20% (Craddock & Jones, 2001) .
Women with bipolar disorder who sought consultation about treatment options and risks regarding pregnancy have been followed-up regarding reproductive decisions (Viguera, Cohen, Bouffard, Whitfield, & Baldessarini, 2002) . Of these women, 45% previously had been advised by a health care professional to avoid pregnancy. After consultation, 63% of this group attempted to conceive and 37% chose to refrain from pregnancy. The most commonly reported reasons to refrain from pregnancy were fear of adverse effects of medication on the development of the fetus (56%), fear for illness recurrence (50%), concerns of genetic transmission of bipolar disorder to offspring (22%), reluctance to repeat previous pregnancy associated illnesses (17%), and fear that recurring mania or depression would affect the fetus (17%). Another study reported maternal outcome after preconception consultation in women with bipolar disorder. The main object of that study was pharmacological management during pregnancy (Wieck, Kopparthi, Sundaresh, & Wittkowski, 2010) . Of the 32 women with bipolar disorder, 9 (28%) were being advised to continue their medication, 4 (12.5%) to stop their medication, and 19 (60%) to switch to other medication. During 1-year follow-up 20% of these women developed a mood episode. In all women pharmacologic recommendations had been followed, but in only one the medication had been stopped.
Many women with bipolar disorder, regardless of educational and socioeconomic background, as well as many providers who treat them, are ill-informed about the relative risks of perinatal exposure to psychotropics and the high rates of relapse especially in the postpartum period without treatment (Cantilino, Lorenzo, Paula Jdos, & Einarson, 2014 , Ververs, van Dijk, Yousofi, Schobben, & Visser, 2009 , Walton et al., 2014 . In an editorial, Freeman (2007) describes that routine treatment planning for female patients should systematically include a discussion about (un)planned pregnancy because often both health care providers and patients are uncertain what to do when a pregnancy is revealed. Concerns about medication exposure of the fetus may lead to abrupt discontinuation of mood stabilizers.
Evidence from a large study suggests that use of antipsychotics early in pregnancy generally does not increase the risk for congenital malformations overall or cardiac malformations in particular (Huybrechts et al., 2016) . With the exception of valproate and carbamazepine, the majority of mood stabilizers can be thoughtfully used throughout pregnancy. With close monitoring, lithium can be safely used in pregnancy (Wichman, 2016) .
A collaborative care approach is recommended with close liaison between obstetric, mental health services, and the general practitioner for women suffering from a severe mental illness who are pregnant or intent to become pregnant (Howard, Pilling, Adams, Barlow, & Bavetta, 2014; Kupka et al., 2015; Meltzer-Brody & Jones, 2015; Scottish Intercollegiate Guidelines Network [SIGN], 2012) . The aim of preconception counseling is to present all information available to support informed decisions (Frayne, Nguyen, Allen, & Rampono, 2009) .
Various guidelines give recommendations of how to respond to an expressed desire to have children concerning the heritability of bipolar disorder, the choice whether or not to continue medication, and how to decrease the risk of recurrence during pregnancy and postpartum (Howard et al., 2014; Kupka et al., 2015; SIGN, 2012) .
These recommendations stem from professionals' points of view. To our knowledge, no study has been conducted addressing the questions and needs with respect to a desire to have children, family planning, and pregnancy from the perspective of women with bipolar disorder. An extensive search in Medline, Embase, PsycINFO, CINAHL, and the Cochrane Database of Systematic Reviews did not reveal any scientific literature addressing these topics.
The aims of this study are the following:
1. To explore the considerations of women with bipolar disorder when making decisions about family planning and pregnancy. 2. To ascertain which information and/or support these women expect from their treatment team. This information may serve to inform health care professionals treating women with bipolar disorder.
Method

Study Design
A qualitative research methodology was chosen to explore the considerations, thoughts, and support needs of women about pregnancy and motherhood. The essence of their experiences was explored, in order to get a complex, detailed understanding about these issues (Creswell, 2012) .
Recruitment of Participants
We used purposive sampling: professionals of two mental health centers for bipolar disorder in the Netherlands asked childless bipolar women whether they wanted to participate. The choice to include only childless women was made to exclude the possible influence of already being a mother on thoughts and support needs. Participants were also recruited via the Dutch Patient Association for Bipolar Disorder (VMDB; Dutch Association for Manic Depressives and their Relatives). Participants were included regardless of illness duration, marital status, and residency. At the time of participation in the study women had to be euthymic. Participants were asked to score their mood on a visual analogue scale (Denicoff et al., 2000) . This scale varies from 0 to 100, where 0 represents severely depressed and 100 represents extremely manic.
To be eligible for the study participants needed to score between 40 and 60. A total of 15 women were included in this study. Coincidentally, all eligible and consented patients had bipolar I disorder.
Data Collection
Prior to the start of each interview anonymity of personal data was discussed, the procedure of the interview was explained, and demographic and illness-related information was collected. An open interview was started, and the initial question was, "For you, as a woman with bipolar disorder, in childbearing age, what are your considerations and thoughts about family planning and pregnancy?" All interviews were performed by the same researcher (MK) in August and September 2012. A topic list was used by the interviewer as a helping tool to guide the participant back to the starting question if necessary and to keep exploring specific statements in depth. During the data collection and analysis a few items were added to the topic list ( Table 1 ). The interviews were recorded with an audio recorder and transcribed verbatim afterward. The interviewer wrote field notes after each interview, for example, about the nonverbal communication. After a week a telephone call was made with each participant to ask if there were any additional thoughts or considerations that the participant would like to make after an overview of the interview was given. The transcript of the interview was not sent to the participants.
Data Analysis
A qualitative content analysis was conducted (Boeije, 't Hart, & Hox, 2009; Hsieh & Shannon, 2008) . The text of the interviews was examined through open coding, that is, the transcripts were read and reread, and relevant text fragments related to the research questions were coded. The first three interviews were coded independently by two researchers, and discussed, until consensus was reached about the given codes. After the phase of axial coding an evaluation of the fragments under a specific code was done, and the codes were put in a certain order. Discussion within the research team about the granted codes and their connection followed. After the analyses of the 12th interview no new codes came up, so data saturation was assumed. Three more interviews were held to confirm data saturation. The final step in the data analysis was selective coding: a category system was made, relations between categories were discussed in the study team, and so the final category system was established. The MAXQDA software (2007) was used to support this data analysis process.
Ethical Considerations
The study was approved by the Institutional Review Board (METC) of the University Medical Center Utrecht, The Netherlands, as well as by the board of the two mental health institutions where participants were recruited. All participants gave informed consent prior to the interview.
Results
Of the 20 women who showed interest to participate in this study, 15 gave informed consent and were interviewed. The reasons for not participating were the following: two women explained that their therapist advised them not to participate; one woman did not consent that the information would be stored for 15 years; one woman withdrew without mentioning a reason; and with one woman an appointment could not be made. All 15 participants had bipolar I disorder, they were living in different parts of The Netherlands, and their age varied between 28 and 45 years. Ten of these women desired children, five of them mentioned that they had already decided to become a mother, one had decided not to choose for pregnancy, and four of them were still in doubt (see Table 2 ). Analysis of the interviews resulted in five themes referring to the research questions: (1) considerations and thoughts related to having bipolar disorder; (2) the support of partner, family, and friends; (3) the support and care of their regular treatment team; (4) the information needed, and (5) when and how support was expected.
Considerations and Thoughts in Making Decisions About Family Planning
Participants thought much about family planning and pregnancy: They felt themselves, together with their partner, responsible for their choices, and they realized that the choice for motherhood is an important one. For most of them, having a mental health problem was seen as a risk factor in family planning and pregnancy. Some participants looked for specific information about bipolar disorder and pregnancy. Others reported practicing motherhood-skills through babysitting: as an opportunity to experience being active as a mother. These actions helped participants to become more aware of their own considerations and decisions about family planning.
Considerations Related To Bipolar Disorder. Most participants worried about the heritability of their illness. They did not want their children to be at risk for developing bipolar disorder and wanted information about that risk.
Maybe you do not pass the disease, but there is a chance of course. I do not know how fair it is to take that risk. It is sort of selfish. (P2) Another very important issue was concern whether pregnancy could be combined with the current medication. Participants were very aware of an increased risk of relapse if they would change their medication. Their expectation was that the period of pregnancy would be a difficult one, a period of great, unpredictable changes with potentially great consequences for their baby and themselves.
For me pregnancy is also a bit scary, because of all the changing hormones: which effect will that have? And I have heard several stories of women who became psychotic again. It scares me, if that's the beginning of the birth of your child. (P7) Motherhood was not only seen as a major task in life but also as something that could be disrupting. Participants experienced their life with bipolar disorder as an ongoing struggle, and some of them doubted whether that could be combined with being successful as a mother.
I am not so good in coping with stress. Stress is a trigger for me to get an acute episode again. And with children . . . (participant is thinking) that will be hard years. (P3) Women were anxious that one day their child would say that they had suffered from the bipolar disorder of their mother. An often mentioned item was the fear that they would be unable to take care of their child during a future manic or depressive episode and worried who then should take care for their child. A place where information and support could be shared about all problems and concerns associated with pregnancy and motherhood when having bipolar disorder was seen as useful by most of the participants.
Expectations About Information and Support by Their Treatment Team
Items of Needed Information. Themes about which the participants wanted to be informed were the heritability of the disorder and the risk of passing bipolar disorder to their offspring, risks of their current medication during pregnancy, and possible solutions when problems would occur in the future. They knew that bipolar disorder has a high heritability and would like to know facts about the risk to pass the illness on, translated to their personal situation.
I thought about that, and looked for information. I was interested: if I would become a mother, what's the chance the baby has bipolar too? About 10%? Or was this the percentage when my partner also had the disease? Yes, I did check it! (P14)
Most of the participants knew something about the risks of using medication during pregnancy, but still had many questions: about risks of specific medications, about the dosage of medications, and about the frequency of monitoring medication during pregnancy and after childbirth.
I read something about it: that indeed you should visit the psychiatrist more often. You need to be monitored better, and the medication should be lowered. (P12)
They were worried about the possible effect of medication on the development of the fetus and about a possible relapse if the advice would be to lower or stop certain medications during pregnancy. Many would like to discuss at an early stage all possible scenarios to make a concrete plan in case things went wrong during pregnancy or after childbirth. Having this opportunity would facilitate to make decisions about pregnancy and motherhood.
I did talk to her [i.e., the professional] about it, and she said that during the process of pregnancy, that I should tell her when I would think about becoming pregnant. Regardless of whether or not there was an actual desire to have children, such a conversation was considered necessary and useful, although some women mentioned their reluctance to discuss such highly personal issues. This conversation should preferably take place during a euthymic period, and initiating it was seen as a shared responsibility of themselves and the treatment team.
According to me, we both have a responsibility: we have been working together for a long time now, and my psychiatrist is a kind of certainty for me. . . . He should not only think about the illnesses I have, but also about the phase of life I am in. If there is no attention for this, then there is no treatment. (P10) Several participants had experienced that the professional took the initiative to discuss this theme, which was often felt as an invitation. It gave them hope and a feeling of collaboration to have the possibility to talk about their considerations, questions, and concerns. Apart from facts, participants wanted personal opinions. Some were expecting an independent professional opinion. Still, it was clear to them that it would be their own decision to choose or not choose for pregnancy. Information about bipolar disorder and family planning in a leaflet was highly appreciated; some found or received such information, others missed written information. The desired attitude of the professional was described as asking, being informative, supportive, understanding, and not judgmental.
For me it is very important that the professional asks questions, gives information and is not being suppressive. (P11)
Discussion
We studied the considerations and expectations of women with bipolar disorder in childbearing age about family planning and pregnancy. With regard to bipolar disorder there were concerns about the heritability of the illness, questions about current medication during pregnancy, and fear of relapse if that medication would have to be changed. Pregnancy was seen as a time of increased risk, both for the unborn child and themselves. Living with bipolar disorder was an ongoing struggle for several patients, and they worried about how this would be when being a mother. A frequently mentioned concern was being unable to care for a child during a future depressive or manic episode. Support from their partner, family, and friends in caring for a child was considered of vital importance. This was also true for a stable and trustful relationship with professionals of the treatment team. Participants expressed their expectations about what kind of information they needed: about the heritability of the illness medication and possible extra support during future episodes. An open and thorough discussion with professionals of their treatment team about family planning, even before there are actual plans for pregnancy, was desired, and it was perceived as a shared responsibility to initiate this. The required and most helpful attitude of the professional was described as asking, being informative, supportive, understanding, and not judgmental.
The results of our study show that family planning and pregnancy are important issues for women with bipolar disorder, which raise a broad spectrum of thoughts and considerations. Some of these are recognizable as common considerations for women in the childbearing age, but these are easily overshadowed by considerations and concerns that are associated with having bipolar disorder. Our study reveals how important the initiative and the attitude of the treating professional is, to discuss these issues with the patient and her partner. Such a conversation should refer to all aspects of family planning and pregnancy and not be restricted to issues about having bipolar disorder. Although this was not part of our study, from our clinical experience we consider it important to involve the partner in these consultations.
A review by Seeman (2004) addresses ethical issues in the treatment of mothers with schizophrenia, related to maternal psychosis. It is recommended that a professional should explore the implications of the illness and all questions about family planning and of motherhood both with each woman individually, and with her partner and family, since the patient's decisions are influenced by the important people in her life. The independent opinions of women should be a starting point. In caring for mentally ill mothers one should meet patients, family, and other involved professionals to ensure fully informed decisions about family planning, pregnancy, prevention and treatment of postpartum psychosis, and parenting skills. Griffiths, Lowe, Boardman, Ayre, and Gadsby (2008) and Lavender et al. (2010) studied the experiences of women with diabetes mellitus who became pregnant. Women spoke about the pregnancy with professionals of their regular multidisciplinary treatment team. Some received preconception counseling, and felt anxious afterward. Lavender et al. (2010) described how women reported that their pregnancy at moments was overshadowed by having diabetes. For the involved professionals it was a challenge to find a balance in discussing the usual aspects of pregnancy versus specific issues of being pregnant while having a chronic disease. These women reported that it was very important to be primarily seen as a normal pregnant woman. In both studies some women had received preconception care in hospital-based clinics, which was, for most of them, no guarantee for finding the support they had wished. These experiences are consistent with the results of our study. Despite receiving guidance, some women did not feel appropriately supported.
The attitude of the professional is perceived as very important. Our study shows that being informative, supporting, and not judgmental is highly appreciated. In various guidelines for the treatment of bipolar disorder (Howard et al., 2014; Kupka et al., 2015; SIGN, 2012) recommendations are given to professionals about topics that should be discussed with women who express a desire to have children. The participants in our study not only agreed with these topics but also made clear that the conversation itself was important, regardless of whether they would become a mother in the near future.
Some participants had contacted a POP team (Dutch model for collaboration between Pediatric, Obstetrical and Psychiatric care) and were positive about the expertise and information they received. Such a team offers preconception counseling for women with psychiatric problems. They and their partners are informed and supported about various issues related to family planning and pregnancy, after which a pregnancy plan is made. This facilitates early recognition of women at increased risk for (multiple) psychiatric problems during or after pregnancy. The effects of this collaborative care model deserves future study (De Waal, Tuerlings, De Boer, Smal, & Van Waarde, 2010) .
Participants in our study reported their concerns about relapse during pregnancy, but relapse after delivery were less mentioned. It is important to inform patients about risks of relapse both during pregnancy and in the postpartum period, as recommended in the already mentioned guidelines. Ongoing alertness about adequate information, repeatedly given at the right moment, is important. The participants in our study were not yet pregnant. It is known that pregnant women are primarily focused on their pregnancy and delivery. Thoughts, expectations, and concerns about the postpartum period often only become to awareness after the child has been born (De Boer, Zeeman, & Offerhaus, 2008) . This implies that information about possible postpartum problems should be given already before and during pregnancy and again early in the postpartum period. Still, in all these discussions, there should be enough room for the usual, nonpsychiatric, aspects of pregnancy, delivery, motherhood, and the first months postpartum.
Strengths and Limitations of the Study
The study sample was diverse since participants were living in urban and rural parts of The Netherlands, and their ages differed. Five of the 15 participants did not have a desire to have children at the time of the interview. Data saturation was achieved: After the 12th interview no more new information emerged. The participants were asked after the interview whether they had additions to their text: no additions were made.
Since coincidentally only women with bipolar I disorder were included, our findings may only refer to women who have the past experience of severe mania. Therefore, a limitation of our study is that no experiences of patients with bipolar II disorder or bipolar disorder NOS (not otherwise specified) were obtained. In addition, in general, results in qualitative research, with a relative small sample, cannot be generalized to the entire population, in this case to all women with bipolar disorder. Another limitation is that all women were interviewed by one interviewer, which entails a risk for bias. Therefore, our research team had repeated discussions about the process of data collection and the data analysis to improve the confirmability of the study. Peer debriefing was done to prevent researcher bias.
Practice Implications
In addition to what is recommended in guidelines, family planning and pregnancy should be explicitly discussed with every woman with bipolar disorder in childbearing age, together with her partner. An open invitation by the professional to talk about these highly personal issues, including heredity, and the use of medication, is helpful for patients. Women with bipolar disorder in childbearing age should be encouraged to express their thoughts and considerations about family planning. This is an important role for nurses. Mental health professionals should be alert to provide education to other involved professionals (e.g., obstetricians, gynecologists) when necessary. The attitude of professionals should be supportive, informative, and not judgmental.
